production of gonadotrophins and sex steroids. Medroxyprogesterone is a synthetic progestin which inhibits secretion of gonadotrophins by the pituitary. It may be given either as an intramuscular depot preparation every two to four weeks or (preferably) daily by mouth. The results in boys are disappointing. Another progestational agent, cyproterone acetate, is more commonly used in Europe. In addition to its antigonadotrophic effects it has strong antiandrogenic properties.6 Both drugs are effective in halting the progression of secondary sexual charactcristics and menses-and both have the side effect of suppressing adrenal secretion, but glucocorticoid supplementation is seldom necessary, except perhaps in extreme stress. Other agents which have been tried in the treatment of precocious puberty include chlormadinone acetate and danazol.8 None of these drugs affect the rapid growth and accelerated skeletal maturation characteristic of precocious puberty. Children with precocious puberty are invariably tall at diagnosis but become short adults.
Major advances have recently been made in the treatment of precocious puberty as a result of our increased knowledge of the mechanisms of the onset of normal puberty.' 10 Studies in rhesus monkeys and clinical observations in man have shown that puberty is a reactivation of rhythmic discharges of gonadotrophin releasing hormone leading to pulsatile release of gonadotrophins. During childhood this process lies dormant because of a highly sensitive, sex steroid dependent hypothalamic-pituitary-gonadal negative feedback system. There is now increasing evidence of pulsatile secretion of luteinising hormone in prepubertal children. Puberty is characterised by an increase in amplitude of these pulses, occurring initially during sleep.'1 These physiological studies have found rapid therapeutic application. Administration of gonadotrophin releasing hormone in pulses to women with hypogonadotrophic hypogonadism and amenorrhoea has restored menses, induced ovulation, and later resulted in pregnancy. ' A coordinated occupational health service in the NHS The National Health Service is the largest employer in Europe, employing 1-5 million workers. Working in the NHS cannot be described as dangerous compared with traditionally hazardous occupations, but workers are exposed to a wide range of circumstances and agents capable of causing ill health, and over the years several calls have been made for the establishment of an occupational health service.1-3 Why, then, have health authorities generally failed to provide a service comparable to that in industry ? One important reason is that in the hospital service the staff in the occupational health service are not the sole experts on health. Hospital staff tend to assume that because their work is medical they have no need for an occupational health service. Doctors may treat members of the hospital staff for illnesses or injuries acquired at work, but unless specific steps are taken to collect the data the prevalence of ill health will be underestimated. Moreover, treatment is only one aspect of occupational health: other functions include the recognition and control of hazards, health surveillance, rehabilitation, and advice to the management.
Probably the main reason for the little progress in establish-ing an occupational health service within the NHS has been lack of finance. Even with inflation and lack of economic growth, the need for such a service has been seen as urgent since 19764 because of low morale-and circumstances have not improved since then. Resources are not infinite, but the cost of a service may not be as great as initially envisaged. Atherley et al attempted to evaluate the cost benefit of an occupational health service.5 Hard (quantifiable) benefits to the employer were reductions in time away from the job to receive treatment, in sickness absence, in legal claims, and in compensation. Soft (not quantifiable) benefits were an improvement in general morale, reduction in labour turnover, and increased productivity. Last year's health notice from the Department of Health and Social Security states that it should be the aim of each regional health authority to have a consultant in occupational health to develop and coordinate the service.6 His management skills will be as important as his ability in his specialty.7 Common standards on policies will be needed between the regions; but as there is no facility within the NHS to coordinate services the Society of Occupational Medicine will set up a working party to tackle this problem and establish professional guidelines.8
Regrettably, the government has gone back on the declared intention in the health notice. A draft circular had been agreed between the DHSS and the profession last year recommending that "the aim should be, within the usual manpower arrangements, to appoint one consultant occupational health physician for each health region." When, however, the definitive circular was published9 this phrase had been watered down, apparently at the request of ministers, to: "it should be the aim in each region to identify one occupational health physician, who would be able to give advice to all districts and local authorities in that region on the development and coordination of services." Both the council of the BMA10 and the Joint Consultants Committee11 have strongly criticised this change, seeing it as a setback to the establishment of an effective occupational health service. If an effective service is to be launched in regional health authorities, particularly at a time of financial stringency, the doctor responsible must have the authority that consultant status brings. Otherwise, any proposals may too easily be stalled by established interests.
Much can be learnt from industry, as many of the day to day hazards in the NHS are to be found in other organisations; examples include the hazards of lifting, ionising radiation, laboratories, workshops, and canteens. Like other organisations the hospital service has its particular problems'2: emotional stress may be generated by contact with sick, injured, or dying patients, and there is a risk of infection-not only to the staff on the ward but also for employees in the laundry and necropsy rooms and those concerned with waste disposal.
No doubt many clinical specialists consider that they have the skill to define policy for their own disciplines. Policy making should, however, be the task of the occupational physician with his skill in caring for and studying groups of workers. The clinical specialist should be consulted, but the occupational health physician should take the management decisions. He is best placed to know the needs, define the level of health surveillance required for the different occupational groups, and implement the policy with impartiality. Routine pre-employment examinations waste resources and are often unnecessary.13 14 Employees in office areas need only to complete a health questionnaire, whereas employees exposed to hazards should have a screening related to the hazards. These employees at risk should be reviewed regularly, the frequency depending on the type and degree of hazard. Nevertheless, such an arrangement does not preclude any employee consulting the service for advice. In the past hospitals have been considered safe but research has shown problems with waste anaesthetic gases, dispensing of cytotoxic drugs, and now ethylene oxide.15 More epidemiological studies on the workforce are required, and again the person best qualified and placed to do this type of work is the occupational physician.
In a recent survey of 370 doctors connected with occupational health in the NHS only 12 were full time, and most (233) were general practitioners.14 Many of these would have had no training in occupational medicine and short courses are needed for these part timers.8 The general practitioner realises his limitation in any specialty when he refers a patient to a consultant. Similarly, in occupational health when a part timer has a problem he will require the advice of a specialist. The regional specialist in occupational medicine within the NHS should be able to advise and with his colleagues in other regions coordinate policies. At present the occupational health service in the NHS supports employers and employees in many different ways, and it is essential to rationalise, coordinate, and standardise its function to improve effectiveness and minimise cost.
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